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DEFICIENCY)

N 002 1200-8-6 No Deficiencies N 002

During complaint investigation of #
35368,35511,35629,35630,35979, 36074, 36682,
| conducted on 9/8/15-9/15/15 at The Meadows, no
deficiencies were cited in relation to the
complaints under 1200-8-6, Standards for
Nursing Homes.
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